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Initial Comments

Com pléint Original Investigation
#2223920/1L.147071

Final Observations

Statement of Licensure Violations:
300.610a)

300.1210b)

300.1210d)6)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.
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Section 300.1210 General Requirements for
Nursing and Personal Care

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6)All necessary precautions shall be taken to
assure that the residents’ environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These regulations were not met as evidenced by
the following:

Based on interview and record review the facility
failed to revise pressure relief measures or
change treatment orders for one of three
residents (R1) reviewed for pressure ulcers in a
sample of three. These failures resulted in R1
developing a stage four pressure uicer to the
coccyx with wound infection, a deep tissue injury
(DTt) to the right heel and a stage three pressure
ulcer to the left heel which required
hospitalization.

Findings include:

AWound & Ulcer Policy and Procedure dated
1/110/18 states, "It is the policy of this facility to
provide nursing standards for assessment,
prevention, treatment, and protocols to manage
residents at any level of risk for skin breakdown
and for wound management.” This policy states,
"Allresidents will be assessed to determine the
degree of risk of the developing a pressure ulcer
using the Braden Scale-Ulcer Risk Assessment."
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This policy states, "Residents with existing ulcers
will be deemed as high risk for impaired skin
integrity despite the Braden Risk Assessment
Score.” This policy states that residents with
moderate or high risk for developing pressure
ulcers will have pressure reduction approaches
placed on their care plans. In addition, this policy
states, "Orders for Vitamin C 500mg (milligrams)
and/or Zinc Sulfate 220 mg daily and for MV/I
(multivitamin) daily may be requested in addition
to treatment of an ulcer,” and "Care interventions
for staff involved in the resident's care are
communicated via the resident care plan.” This
policy also states, "When an existing or newly
developed pressure ulcer(s) is present, a skin
assessment ("skin check") will be documented
each shift to monitor the individual resident's

1 tolerance to the current positioning schedule

(tissue tolerance”) and the facility will re-evaluate
the frequency of repositioning if indications of
further breakdown occur.” This policy also states
that a Suspected Deep Tissue Injury (DT) is a
"Purple or maroon localized area of discolored
intact skin or blood-filled blister due to damage of
underlying soft tissue from pressure and/or
shear.” This policy documents that for a DT the
facility protocol is to treat the DTI using protectant
wipes and a dry dressing.”

Rf1's list of current diagnoses includes Chronic
Kidney disease, Aortic Valve Disorder,
Osteoarthritis, Metabolic Encephalopathy,
Difficulty Walking, Muscle Weakness,
Hyperglycemia, Anxiety Disorder, Sepsis,
Neuromuscular Dysfunction of Bladder, and
Major Depressive Disorder.

Ri's Minimum Data Set (MDS) assessment
dated 4/1/22 documents R1 was admitted to the
facility on 3/25/22, is moderately cognitively
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